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ERRATA

Please make the following changes in the CDER Manual, 1986 version:

1. Page VI.27.18: Evaluation Element item 47:
Add:

Level D - Too disabled to assess

2. Page VI.27.19: Evaluation Element item 48:
Add: |

Level D - Too disabled to assess
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INTRODUCTION

The purpose of this manual is to: (1) familiarize the user
with the structure of, and (2) provide detailed instruc-
tions on how to complete and use, the Client Development
Evaluation Report (CDER). A secondary purpose is to
acquaint the user with the development and the need for

CDER.

Instructions on how to complete CDER are presented in
detail, as are the criteria for rating the client. The
user of the instrument should read these instructions care-

fully prior to rating the client.

The Manual is presented in two parts. Part One presents an
overview of the history of the development of CDER and the
various legislative mandates that were the determinants of
this development. Section I gives background on the devel-
opment of CDER and the purposes and uses for which it is
intended. This section also contains information on the

reliability and validity of the instrument, and addresses

the issue of confidentiality.
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Section II addresses the need for an evaluation instrument
such as CDER. It contains the specific legislative man-
dates as they relate to this need. Section III provides
some practical uses to which CDER data can be employed at

the local level.

Part Two consists of the Manual, as follows: Section IV
gives a general description of the CDER booklet used to
assess the client, Section V gives some general instruc-
tions for completing the booklet to conform to computeriza-
tion requirements, and Section VI is the Manual itself.
The Manual, in Section VI, provides the detailed instruc-
tions on how to rate the client and includes instructions
on using the entirely revised Diagnostic Element of CDER,
formerly form DS 3753. Both the form and the instructions
for the Diagnostic Element have been changed significantly
in this version. The Evaluation Element has not been
changed; however, new instructions have been written for

certain items within this portion of the CDER system.
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PART ONE

OVERVIEW OF THE DEVELOPMENT OF THE
CLIENT DEVELOPMENT EVALUATION REPORT



I. BACKGROUND

The Client Development Evaluation Report (CDER) is the
assessment instrument that the Department of Developmental
Services utilizes to (1) collect data on client diagnostic
characteristics and (2) measure and evaluate on an ongoing
basis the functioning levels of persons with developmental
disabilities who receive services in the California
developmental disabilities services system. It must be

completed at least annually on each of these clients.

CDER was developed in response to the Lanterman Develop-
mental Disabilities Services Act of 1977 (Division 4.5 of
the Welfare and Institutions Code). It is based on the
Client Centered Evaluation Model (CCEM) which was developed
under the direction of the Health and Welfare Agency to meet
the following requirements of the State Council on

Developmental Disabilities:

o Be client-oriented.

o Track client throughout the service system.

o Provide measures of change in client independence in
living settings.

o Provide measures of change in client productivity in work

settings.
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o Be applicable in all service settings.

o Be applicable to all types and levels of developmental

digabilities.

CCEM underwent extensive field testing during 1976 and 1977.
Analysis of the field test findings and input from those who
had used CCEM pointed to the need for revisions to that
instrument. The necessary revisions were made during 1978,
and resulted in the 1979 version of the Client Development

Evaluation Report.
Purposes and Uses of CDER

CDER is primarily a management tool. For management
purposes, CDER data are used for: (1) determining the
number of persons with developmental disabilities, the
types of their disabilities, and their service needs;
(2) budgetary purposes such as assisting in determining
hospital staffing requirements and regional center case-
loads; (3) establishing the priority of client services
aécording to unmet needs identified during the assess-
ment of the client; and (4) developing aggregated sta-
tistical reports to provide infprmatinn on the types of
disabilities, levels of developmental disabilities, and

other measures of client Functioning.
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For operational purposes, CDER data are used to assist
the regional center interdisciplinary team (IDT) in
assessing the developmental status o¢f individual-
clients. The data permit the IDT to identify the

client's developmental level, the client's capabilities

and needs, and the condition(s) which impedes the
client's progress. Identification of these attributes
is also necessary for planning purposes as well as for
developing and initiating specific strategies to enhance

the development of the client.
CDER Reliability

In 1982, the Department, in cooperation with the Asso-
ciation of Regional Center Agencies (ARCA) and the
Neuropsychiatric Institute at University of California,
Los Angeles, conducted a study on the interrater reli-
ability of CDER. The study, based on a proportionate
sample of active clients of all ages and levels of disa-
bility on the statewide caseload who lived in different
piacemant settings and qeugraphic locations, entailed
the collection of independent ratings of clients' levels
of functioning by two appropriate persons. The results,
based on 360 matched ratings, yielded interrater relia-
bility ranging between 0.8 and 0.9 for all but six of
the 66 CDER evaluation items. This indicates that CDER

is a highly reliable client assessment instrument.
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CDER Validity

The validity of CDER was tested by the Department in
1983, in cooperation with the Mental Retardation
Research Center at Lanterman State Hospital and the
Neuropsychiatric Institute at UCLA. The study evaluated
the concurrent validity of CDER by comparing it with two
nationally recognized instruments -- the Corman-Escalona
Object Permanence Scale for the cognitive portion, and'
the Behavior Development Survey (BDS) for self-help
skills, cognition and affective development (social and
emﬂtional_dumains} portions of CDER. The BDS and CDER
were admini;tereﬂ to B2 severely and profoundly retarded
residents of Lanterman State Hospital ranging from 14 to
25 years of age. Fifty-five of these 82 clients were
also administered the Corman-Escalona Object Permanence
Scale. The study yielded positive correlations ranging
from 0.5 to 0.9 between CDER and BDS, indicating that
CDER is a valid measure of cognition, adaptive
behaviors, and maladaptive behaviors.

Confidentiality of CDER Data

The Department currently utilizes a Unique Client Iden~-
tifier (UCI) to protect the confidentiality of the

clients. The UCI is a seven-digit computer number
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generated for each regional center to represent each of
its clients, and is encoded on each of these clients'
CDERs. CDER Answer 5Sheets are forwarded under the

client identifier to DDS for processing.

The UCI allows the Department to fulfill its responsi-
bilities while further safeguarding the confidentiality

of client data.

The Client Master File and the CDER History File contain
the Unique Client Identifier as the sole means of
identification. Only under certain conditions is the
client's name used on a CDER report. For example, in
order to improve the serviceability of CDER reports and
to speed the process of filing reports (such as client
profiles) in the individual client record at the
regional center, the name of the client is placed on the
reports. In order to print the client name on these
reports, a computer merge is used to link the CDER file
with the Client Master File using the UCI as the common
variable. This linkage is performed within the computer
memory and is printed on the report and not maintained
in machine-readable form. These reports are distributed
by registered mail and are made available only to the

originating agency.
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A contract between the Department of Developmental
Services and the regional centers stipulates that con-

fidentiality safeguards must parallel the ones that the

Department takes.
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II. THE NEED FOR EVALUATION

The past decade has been characterized by an increased
awareness of the rights and the service needs of persons
with developmental disabilities. This awareness has
resulted in an increase in both the availability and cost of
public-supported human services designed to meet the special

needs of these individuals.

The expansion of developmental services has been accompanied
by an increased need for accurate and meaningful information
about clients and the services that they receive. Organiza-
tions that are responsible for statewide planning and budg-
eting require information on the size, types of disabili-
ties, and the service needs of the client population.
Program managers and administrators neeﬁ-infnrmatiun on the
cost and relative effectiveness of different types of
services. Case managers and other direct service providers
need information about the developmental status and needs of
individual clients. Clients and their families require

information about the services that are needed.

The need for valid, accurate information about clients and
the services that they receive is reflected in State and

Federal law.
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This need has also been recognized by the agencies that are
responsible- for the provision of developmental services.
The Department of Developmental Services utilizes the data

collected on CDER in conjunction with costs and services

information to respond to a wide range of requirements,

including the following:

o Chapter 8, Division 4.5 of the Welfare and Institutions

Code requires the Department of Developmental Services to

report to the Legislature on the following:

Changes in the independence, productivity, and

normality of clients' lives.

- Progress or lack of progress made by the clients.

- Type and amount of services provided to clients to

obtain program results.

State expenditures associated with varying levels

tuf program effectiveness.

© The Department of Developmental Services requires a wide

range of information in order to administer the Develop-

mental Disabilities Services Program. The information

needed includes:

NEED FOR EVALUATION II.2 MARCH 1986



- The numbers, types and degrees of disability, and the
location of clients served by the different programs

under the jurisdiction of the Department.

- The types, numbers, capacity, and quality of programs

serving the Department's clients.
- The types and amount of unmet service needs.

- The types, amount, and equity of services provided by
different types of programs and case management

agencies.

- The relative effectiveness of different case
management agencies and different types and patterns
of services, as measured by the degree of clients'

developmental progress.
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III.

CDER USAGE AT THE LOCAL LEVEL

In addition to addressing the various legislative and

departmental requirements, CDER can be used at the local
level to assist in improving the delivery of service to the
client. Following are ways in which this can be accom-

plished by making use of CDER data:

o Appropriate Client Placement: Client assessment

information derived from CDER can aid case managers
in the selection of appropriate placement settings
and/or the determination of the effectiveness of
programming. It may be found that a client has good
motor development and high levels of independent
living, cognitive, communication, and vocational
skills, but is lacking in social and emotional com-
petence. Based on this assessed profile, a placement
facility that specializes in behavior management and
socialization training can be selected which will

meet the specific needs of the client.

a Monitoring Program Effectiveness: CDER client data

can be used to determine the effectiveness of program
placement. By measuring changes in the client's
levels of functioning from one point to another puint‘
in time as a result of services received, a determi-
nation can be made as to whether to continue current
programming or develop new strategies and initiate

new programming.
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o

Planning Prevention Strategies: The newly revised

diagnostic section of CDER will be helpful in plann-

ing for prevention services. Knowledge of the trends
in diagnosis, probable etioclogy and associated risk
factors will enable staff to establish priorities for

prevention planning.

Resource Development Planning: CDER data, when

reviewed for an entire caseload or for specific sub-
sets of the caseload, can be of great assistance in
planning for future services. Knowing that a large
group of clients are reaching age 22 and that the
clieﬁta' have certain developmental characteristics
can, for example, be helpful in planning for the
development of appropriate residential and/or day

programs.

CDER USAGE
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PART TWO

DESCRIPTION OF AND INSTRUCTIONS FOR THE
CLIENT DEVELOPMENT EVALUATION REPORT



IV. DESCRIPTION OF THE CDER INSTRUMENT

The Client Development Evaluation Report consists of two
components: Diagnostic Information, and Evaluation Infor-

mation. These components are described briefly below.

The Diagnostic Element

The Diagnostic Element is the first component of CDER.
It has been revised extensively since the 1979 version.
It is that portion of the instrument on which develop-
mental diagnostic information is recorded. It contains
a comprehensive summary of the types, etiologies, and
levels of severity of primary disabilities that the
client has as well as the impact that these conditions
have on programming. The Diagnostic Element must be
completed by the attending physician and/or psychologist

as appropriate.

The Evaluation Element

|

This component of CDER is for recording the client's
levels of functioning. It is composed of 66 items which
are designed to measure the client's competency in six

areas of development. These areas are the (1) Motor
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Domain, (2) Independent Living Domain, (3) Social
Domain, (4) Emotional Domain, (5) Cognitive Domain, and

(6) Communication Domain.

Measures of the client's competency ranges £from no
ability to perform the task to complete independence in

performing the task.

The Evaluation Element must be completed by the persons
who interact closely with the client on a regular

basis.
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V. GENERAL INSTRUCTIONS

Following are general instructions for completing the CDER
Answer Sheet, form DS 3752 and the CDER Diagnostic Element,
form DS 3753. The Answer Sheet is the document from which
client data that are recorded on the Diagnostic Element
booklet are key-data entered onto the computer. The Diag-
nostic Blement, form 3752 contains the client information

as well as the codes that are to be used.
Basic Instructions for Completing CDER Answer Sheet

1. When completing the Answer Sheet, write legibly
with a pen; DO HROT DSE A PENCIL.

2. On the front side at the bottom of the Answer
Sheet, space has been provided for the signature(s)
and title(s) of the person(s) completing the form.

The appropriate person(s) must sign this form.

Space has also been provided for the addressograph
imprint which must be on developmental center

clients’ CDERS.

4. Refer to the Manual for instructions regarding the

specific codes to enter on the form.
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Basic Instructions for Completing both Forms

1. The data on the CDER Diagnostic Element form, as
well as the Answer Sheet, are currently key-data
entered. Write legibly with a pen (preferably a
fine ballpoint pen); DO HOT USE A PENCIL.

2. The computer does not know the difference between
the letter "O" and the number "0." In order to
reduce errors, make certain that the alpha "0" is
written with a slash through it =-- "g." The
numbE{ zero must be written as is -- "0." When
completing the form, be certain to use @ for

alpha Os and 0 for =zeros.

3. If there is more than one box for numbers, all of
them must be used, unless otherwise instructed,
even when the response is a single digit. For
example, if there are two boxes and the entry is
the number "2," it must be written as "02."

Following are some examples.

Date of birth, Nov. 22, 1955 | 1 | 11 2] 2]5]5]
¥ N D b ¥ ¥
Correct
Date of birth, June 1, 1901 lo] 6]l o] 1]o] 1]
¥ N D D 2 ¥
Correct
Date of birth, June 1, 1901 | 6 | | 1| = |
¥ W B D ¥ Y
Incorrect
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4. It ie also very important to use the codes that are
provided on the form or in the Manual. Do not
create codes as this will cause the computer to

generate an error. For example:

Client takes anticonvulsant medication

|1[ 1 = Yes |Y| 1 = Yes
2 = No 2 = No
Correct fhcorrect

5. Do not leave any items unanswered unless instructed
to do so. A careful check should be made to ensure
that there is an entry for items in each section on

therférm.

6. In summary, when completing CDER, note the follow-

ing:

a. Responses must be clearly legible and in ink.
b. Recorded responses must be a letter or number
that is specified on the form or in the
. detailed instructions section of the Manual.
c. The client identifier must be accurate and must
be consistent throughout the form and entered
in the appropriate locations.

d. All pages of the set must be in the package.
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e. All requested responses must be completed.

£f. All entries in the Diagnostic and Evaluation
elements must be correct.

g. The Answer Sheet must be signed.

Once a number of CDERs have been completed, the user will

become familiar with the criteria and methods of rating.

Most ratings can then be completed by a quick review of an

item or an entry in the Manual.
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VI. DETAILED INSTRUCTIONS: HOW TO RATE THE CLIENT

The following section presents detailed inatructions for
completing CDER. It is organized to correspond with the
instrument itself. All necessary codes for completing CDER

are contained in the instrument and in the Manual.

Each CDER item is presented and explained in the same order
that it appears on the document. Under the Diagnostic
Element, general explanations followed by more detailed
explanation on coding are given for each specified disabil-
ity and other pertinent information contained in this ele-

ment. In addition, examples of coding each item are given.

Under the Evaluation Element, the items are presented for
each of the six domains, with a general explanation to
clarify criteria for each rating. The explanations of the
levels of achievement contain examples of possible behav-
iors one may observe ddring the evaluation. Those items
and levels which are self-explanatory do not have explana-
tions to accompany them. Prior to assessing the client,
read the insructions completely in order to become familiar
with what is expected. When the assessment/evaluation is
being completed, the rater can return to specific instruc-
tions, as necessary. As raters become familiar with the
instrument, it will not be necessary to refer to the

detailed instructions each time.
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CLIENT IDENTIFYING INFORMATION

OVERVIEW OF CLIENT IDENTIFYING INFORMATION

The purpose of this portion of the Manual is to provide information
which identifies and allows for the location of the client. It
consists of two parts--Report and Client Identifier and Client
Locator. The first part provides certain identifying client data;
the second part provides data on the specific location of the

client.

Client Identifying Information Section includes the following items.
Client Identifying Information

o Overview of Client Identifying Information

o Report and Client Identifier

" Reporting date

- Client identifier (UCI)
- Client birthdate

- BSex

- Height
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REPORT AND CLIENT IDENTIFIER

- Weight

- Date weighed
o Client Locator

= Program
= Section

- DUnit

Following are instructions for completing these items. (

1. REPORTING DATE
This is the date on which CDER is completed. In the appro-
priate boxes, indicate the completion date: month, day, and
the last two digits of the year. 1If the month or date requires
only one digit, enter a zero ("0") before it. For example, an
evaluation date of April 5, 1985, would be recorded as

0j4]0[5]8]|5
MMDDYYX

CLIENT IDENTIFYING Vi.2.1 MARCH 1986
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2. CLIENT IDENTIFPIER (DCI)
This is the seven-digit code which uniquely identifies each
client. It is assigned to the client by the regional center
and follows the client throughout the system for as long as the
client receives regional center services. If the client should
exit the system at one point in time and reenters the system at
a future point in time, the same Unique Client Identifier (UCI)
is to be used to identify the client. The UCI not only
uniquely identifies the client but protects the confidentiality

of the client's records.

3. CLIENT BIRTHDATE
This item is used to record the client's date of birth: month,
date, and the last two digits of the year. If the month or day
requires only one digit, enter a zero ("0") before it. For
example, a birthdate of March 15, 1986, would be recorded as

|o]3]1]5]8]6
MMDDY

4. SEX
Enter the appropriate code "M" for male or "F" for female to

record the client's gender.

CLIENT IDENTIFYING VI.2.2 MARCH 1986
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5.-6. HEBIGHT AND WEIGHT

This information is extremely important for assessing th
client's care needs. Height and weight must be obtained for al

clients in placement because they contribute to supervision needs
or staffing calculations. For eiample. it is more difficult to
care for a physically disabled person who is 150 pounds than for
a person who weighs 35 pounds. Similarly, certain behaviors,
such as temper tantrums, are more problematic if the client is
6 feet tall and weighs over 200 pounds than if the client is 3

feet tall and weighs 35 pounds.

NOTE: If height and weight information is not available for
clients in their own homes, estimate height and weight and

(

leave Item 7, "Date Weighed," blank.

5. HEIGHT

Enter the client's height in inches.

6. WEIGHT:
Enter the client's weight in pounds. If the client's weight is
less than 100 pounds, enter a zero ("0") in the first of the

three boxes. Do not leave any boxes blank.

CLIENT IDENTIFYING VI.2.3 MARCH 1986
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7. DATE WEIGHED

Enter the month and last two digits of the year on which the

client was last weighed. If this information is not available

for clients in their own homes, leave this item blank.
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CLIENT LOCATOR

8.-10. PROGRAM SECTION, AND UNIT

These items are developed and used at the discretion of the
agency completing the CDER document. Since agencies' organiza-
tional requirements vary, standard codes have not been devel-
oped, but left blank to be developed by the reporting agency
(developmental center or regional center).

Within a regional center these items may be left blank, if they
are not used; or, one or all three items may be used to specify
which field office is responsible for a client or which staff
person is responsible for a particular client. Within a state
facility these items are used to specify the facility program
and section or unit to which the client has been assigned. The
codes entered in items 8-10 may be numeric, alpha, or alpha-
numeric, whichever is internally feasible for the reporting

agency.
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DEVELOPMENTAL DIAGNOSTIC INFORMATION

OVERVIEW OF THE DIAGNOSTIC ELEMENT

REASON FOR THE REVISION

This manual presents the 1986 version of the Diagnostic Element of
CDER. The Diagnostic Element of CDER has been revised for a number
of reasons. First, the revision provides more comprehensive infor-
mation on developmental disabilities than was available in the pre-
vious 1979 version. This will result in an improved capability to

plan for inﬂividual'prﬂgrams and prevention activities.

Second, the revision will allow the comparison of the CDER data base
with data bases maintained by other agencies, states, or even other
countries. Currently the CDER data system maintained by the Depart-
ment of Developmental Servi;es and the regional center is unigue in
the United States, and indeed the world, in that it is the largest,
most comprehensive data set for individuals with dQvelnpmental dis-
abilities.: A rare opportunity exists in California, therefore, to
utilize these data in conjunction with other data sets for a variety
of purposes. In conjunction with the data maintained by California
Children's Services (CCS) for example, it will be possible to iden-

tify wvirtually all children in the state who have significantly
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disabling Cerebral Palsy and Mental Retardation. The characteris-

tics of persons who enter and who do not enter the regional center
system could then be compared, yielding important information fur(

outreach and planning purposes.

Additionally, data from the expanded CDER data base can be used in
conjunction with those from the California Birth Defects Monitoring
Program (CBDMP) to establish a registry of persons with signifi-
cantly disabling Cerebral Palsy and/or Mental Retardation throughout
the state. The CDER diagnostic data also can be used as the basis
for studies, such as basic descriptive epidemiology and etiological

case studies, that could yield information useful for both the

prevention and the treatment of specific disabilities.

In summary, the Diagnostic Element of CDER has been revised and
expanded to provide more accurate and comprehensive data for: (
o improved individual program planning;

o designing of prevention activities;

o establishing comprehensive statewide registries; and

o statewide and regional planning and forecasting.

\
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TYPES OF CHANGES

The 1986 Diagnostic Element of CDER differs from the previous 1979

version in a number of ways. Among these differences are the
following:
1. The 1ICD-9-CM (International Classification of Diseases, 9th

Revision, Clinical Modification) system of classification of

conditions and diagnoses will be used rather than the AAMD
(American Association of Mental Deficiency) system because ICD-
9-CM provides more detail for classifying conditions, manifesta-

tions or causes of diseases than does AAMD.

More detailed etiological information on the various develop-
mental disabilities is required in this version than was

requested in the previous version. Along with the ICD-9-CM

codes, a supplementary coding for the presence of risk factors
or conditions associated with the developmental disability has

been included.

I1CD-9-CM codes will be completed for chronic major medical con-

ditions, not only for developmental disabilities. In the

earlier version, information on these conditions was handwritten

on the form and, as a result, was never key-entered or analyzed.
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6.

Seizure disorders are classified using the International Classi-

fication of Epileptic BSeizures.

Diagnostic information on Cerebral Palsy will be entered using a

uniform classification system that is compatible with that used

by CBDMP and CCS. The classification system is designed to

describe the type, location, and severity of motor dysfunctions.

Items have been added to the section to assess the following:

Intelligence quotient and name of intelligence test that

was used. (Developmental Centers only.)

Adaptive behavior rating.

Vision and hearing loss, both corrected and uncorrected.

Types of prescribed medications for maladaptive behavior

(replacing dosage items in previous version).

History of prescribed medications for maladaptive

behavior.

Abnormal involuntary movements (Developmental Centers

only).
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g. Special health care requirements (replacing aids/equip-

ment items in previous version).

h. Special conditions or behaviors such as stealing, fire

setting, legal status, and other conditions that can

impede community placement.
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GENERAL INFORMATION

Source of Diagnostic Data: The diagnostic information for this form
should be provided primarily by the client's physician and psycholo-
gist. The medical diagnoses shall be made by the physician. Diag-
noses of mental disorders shall be made by those persons gualified
to utilize the DSM-III system. Other information required for this

form should be provided by persons most gualified to provide

accurate data.

Moltiple Diagnoses: Information on the various developmental
disabilities--mental retardation, cerebral palsy, etc.--is arranged
in separated sectiaﬁa on the form., For each section, information on
"atiology™ or "contributing factors" is requested, using ICD-9-CM
codes. Two five-digit spaces are allotted for the ICD-9-CM coding
of each disability. This permits entering both the major or primary
cause and a secondary or contributing cause for each disability.
When a client has more than one developmental disability it is
possible that the same causal factor(s) have been found to be asso-
ciated with the several conditions. For example, a premature infant
with anoxic brain damage might have mental retardation, cerebral
palsy and epilepsy. The ICD-9-CM codes for the prematurity and
anoxic brain damage would then be entered for each of the three

disabilities.
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Coding of "Risk Pactors™: In order to provide more precise informa-
tion for prevention planning, a series of "risk factors," or factors
that could contribute to or be associated with the occurrence of

developmental disabilities have been identified. The factors which

include teenage pregnancy, accidents of near drowning, family
history of mental retardation, and so forth, have been developed to
permit classification of special conditions associated with the
occurrence of developmental disabilities. The section on Risk
Factors, items 35-49, follows the sections on the specific develop-

mental disabilities.

Organization of Manual: In the following pages the various devel-
opmental ﬂisabilitiés and other diagnostic information are presented
sequentially, in a series of sections that correspond to the items
on the form. For each item within a section, a description of the
item or concept is given first, followed by coding instructions and,

usually, an example.

Item numbers given in the left margin in the manual refer to item
numbers on the revised CDER form. Section title, page and date are
provided on the bottom of each page to facilitate subsequent revi-

sions of individual pages or sections.
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MENTAL RETARDATION

Mental Retardation refers to significantly subaverage general
intellectual functioning resulting in or associated with concurrent
impairments in adaptive behavior and manifested during the develop-

mental period, where general intellectual functioning is the results

obtained by assessment with one or more individually administered
standardized general intelligence tests; significantly subaverage
is intelligence quotient of 70 or below on standardized measures of
intelligence; impairments in adaptive behavior is significant limi-
tations in an individual's effectiveness in meeting the standards of
maturation, learning, personal independence, and/or social responsi-
bilitz that is expected for age and cultural group, as determined by
clinical assessment and usually standardized scales; and develop-
mental period is that period of the time prior to the 18th birthday.
"Developmental deficits"™ may be manifested by slow, arrested, or
incomplete development resulting from brain damage, degenerative
processes in the central nervous system (CNS) or regression from

previously. normal states due to psychosocial factors.
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11. LEVEL OF MENTAL RETARDATION (ICD-9-CM Code)

This item refers to the severity or level of the client's (
mental retardation. The appropriate four-digit ICD-9-CM code is

to be used to record this information.

The level of retardation is determined by considering both the
level of general intellectual functioning--as obtained by one
or more individually administered intelligence quotient (I.Q.)
tests--and the level of the client's adaptive behavior.
Typically, intellectual functioning and adaptive behavior are
measured by gtandardizeﬂ tests, the results of which form the
basis for the p;ychnlﬂgist's clinical diagnosis. Determination
of the level of Mental Retardation, level of intellectual func-
tioning, and level of adaptive behavior must be consistent with (
Chapter 3, "Definitions™, and Appendix A of the Classification

in Mental Retardation, edited by H.J. Grossman and published

by American Association of Mental Deficiency, 1983.

The level of Mental Retardation should be obtainable from a
psychological evaluation report or other source in the client's

records.

The ICD-9-CM codes below represent the various levels of Mental

Retardation. Enter the appropriate code in Item 11.
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Mental Retardation Level Codes

000.0 No retardation
317 Mild

318.0 Moderate

318.1 Severe

318.2 Profound

319 MR Unspecified (level)

Use category 319, MR unspecified (level) in the following situa-

tions:

- If the client is retarded, but the level of retardation is

not given.

- As a temporary coding until a determination can be made.

- If there is a strong belief that the person has mental

retardation but for any number of reasons is untestable by

standard intelligence tests; for example, the client is too
impaired or uncooperative, or one or boeth I.Q. and adaptive

behavior measures are lacking.

- If there is no information in the client's report regarding

his/her mental retardation level or a proper diagnosis can-

not be made.
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Following is an example of coding Level of Retardation.

Example of Coding Mental Retardation Level

This example shows coding for a client who is severely mentally

retarded.

Level of Retardation (ICD-9-CM Code)

1. [3]118] o |1]

000.0 No retardation
317 Mild

318.0 Moderate

318.1 Severe
318.2 Profound (
319 MR unspecified (level)

\
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12a. and 12b. BETIOLOGY OF MENTAL RETARDATION

Items 12a and 12b are to be used to record the major cause(s)

of the client's Mental Retardation. ICD-9-CM codes are to be

used.

If the client is not mentally retarded, enter 000.00 in

Item 12a and leave Item 12b blank.

If the client is mentally retarded and the cause or contri-
buting factor is known, enter the appropriate ICD-9-CM code
in Item 12a; if more than one causal factor is known, record

the additional factor in item 12b using the appropriate ICD-

9-CM code.

I1f the ICD-9-CM code is less than five digits, for example

317, leave the remaining digits blank but be sure to justify

the number entered in relation to the decimal point.

If the client is mentally retarded but etiological factors

are not known, enter code 999.99 in Item 12a and leave Item

12b blank.

MENTAL

RETARDATION VI.5.5 MARCH 1986



Refer to attachmente I through III, at the end of Seotion VI,

for additional information on eoding etioclogy.

(

PLEASE NOTE: Risk faotors and assocciated eonditions related to
the mental retardation, as well as to all other developmental
disabilitiee, are to be coded in itemes 35-49. MNanual inetrue-

tions for these items are prau{dlﬂ in sequence below.

Example of Coding Etiology of Mental Retardation

Following is an example of coding an infant with Down's Syndrome who

had subsequent brain- damage due to lack of oxygen at birth.

Down's Syndrome (primary cause) = code 758.0

Severe Birth Asphyxia (secondary cause) = code 768.5 {

Etiology of Mental Retardation ICD-9-CM Code

12a. (Down's Syndrome) [7]5]8] o Jo| |
12b. (Severe Birth |7]618] o I5] |
_ Asphyxia)
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13. DATE OF LAST EVALUATION

This is the most recent date (month and year) on which the last
determination or review of the client's mental retardation

level was made. It usually will be found in the psychologist's

report.

If Item 11 is coded "000.0"™ or if there is no psychological

evaluation report in the clients' records, enter "0000" in the

boxes for this item.

The remaining items in this section are applicable to developmental
center clients only. They may be but do not have to be completed

for other regional center clients.
14. INTELLIGENWNCE QUOTIENT SCORES

Enter here the three-digit numerical Intelligence Quotient
(I.Q.) which best represents the client's level of mental
retardation, for example, 047. If the client has previously
been ‘evaluated, there should be a psychological evaluation
report in which the psychologist will report one number as best
representing the client's I.Q. If more than one number is
reported, ask the client's psychologist to give and document

the one best representative number.
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This item cannot be scored unknown or left blank for develop-

mental center clients.

15. INTELLIGENCE TEST NAME

Select the two-digit code listed below (p.VI.5.9) for the test
used to give the I.Q. (actual or estimated) in Item 14. If
more than one test is used, select the one that is given
primary weight. If the test is not listed, or if the client's
I.0. has been determined by other means, use code 22 or 27,

respectively.

Example of Coding a Client's Intelligence Quotient and Intelligence

Test

1. Following is an example of coding a client whose most represen-

tative score was 67 on the Vineland Social Maturity Scale.

Intelligence Quotient

14. Jol6 |7]
Intelligence Test
15. |2|3|
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LISTING OF INTELLIGENCE TESTS

01 Cattell Infant Intelligence Scale

02 Stanford-Binet Intelligence Scale, L-M

03 Stanford-Binet Intelligence Scale, 4th Edition
04 Wechsler Adult Intelligence Scale

05 Wechsler Adult Intelligence Scale - Revised
06 Wechsler Intelligence Scale for Children

07 Wechsler Intelligence Scale for Children - Revised
08 Peabody Picture Vocabulary Test

09 Peabody Picture Vocabulary Test - Revised

10 Leiter International Performance Scale

1 Bayley Scales of Infant Development (Mental)
12 Slosson Intelligence Test

13 Columbia Mental Maturity Scale

14 Kaufman Assessment Battery for Children

15 McCarthy Scales of Children's Abilities

16 Merrill-Palmer Scale of Mental Tests

17 Raven Progressive Matricies

18  Gesell Developmental Examination

19 Shotwell-Kuhlmann-Binet Scale

20 Goodenough-Harris/Goodenough Draw-A-Man Test
21 Woodcock-Johnson Psychoeducational Battery
22 Other intelligence test

23 Estimate of Intelligence/Vineland Social Maturity
Scale

24 Estimate of Intelligence/Vineland Adaptive Behavior
Scale

25 BEstimate of Intelligence/Fairview Adaptive Behavior
Scales

26 Estimate of intelligence!ﬂaxfield-Bu¢hholz Scale of
Social Maturity

27 Other Test or Means of Bstimating Intelligence
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2, This is an example of coding a client whose intelligence

quotient of 55 was determined by means other than one of the

tests on the list:

Intelligence Quotient

14. 0|55

Intelligence Test

15. [2]7]

16. ADAPTIVE BEHAVIOR RATING

This item refers to the level of the client's ability to meet
standards of maturation, learning, personal independence,
and/or social responsibility that is expected for his/her age

and cultural group. Adaptive behavior is used in conjunction

with the intelligence quotient in determining mental retarda-

tion level.

The codes below represent the various levels of Adaptive
Behavior. Enter the appropriate code, as listed below, in the

space provided.
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Adaptive Behavior Rating Codes

0 Normal

1 Mild

2 Moderate
3 Severe

4 Profound

5 Unknown

If the client has been previously evaluated, there should be a

rating in the records. Enter the appropriate code "0" - "4". If

there is nothing to indicate the client's adaptive behavior rating,

enter "5" for unknown.

Examples of Coding Adaptive Behavior Rating

The client below has a moderate adaptive behavior rating.

ke

Adaptive Behavior Rating

16. |2| 0 Normal i1 Severe
1 Mild 4 Profound
2 Moderate 5 Unknown
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CEREBRAL PALSY

The term Cerebral Palsy (CP) refers to a group of nonprogressive
lesions or disorders in the brain characterized by paralysis, spas-
ticity, or abnormal control of movement or posture, such as poor
coordination or lack of balance. These disorders may be due to
developmental anomalies of the central nervous system or injury of
the brain during intrauterine life, the perinatal period, or within
the first few months of life, and are manifest prior to age two or

three years.

Common prenatal causes of CP are maternal infections such as toxo-
plasmosis, rubella and cytomegalic inclusion disease. Examples of
perinatal causes are cerebral trauma, anoxic or intracerebral bleed-
ing during birth. In the first few months of life important etiolo-
gical factors are kernicterus, meningitis, encephalitis or subdural

hematoma.

Although diagnoses of progressive neurological disorders (e.g.,
lipid-storage disease and tumors) and well-defined congenital
malformations (e.g., neural tube defects) are excluded from this CP
definition, the motor dysfunctions associated with such conditions
are similar to CP and, therefore, should be coded in this section.

(See Item 17.)
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In this section, Cerebral Palsy, attention is given both to Cerebral
Palsy itself and to other motor dysfunction conditions that are
similar to Cerebral Palsy. Items are provided below for recording
either Cerebral Palsy or CP-like conditions. For example, if an
older child was involved in an automobile accident with severe left
cerebral damage in the motor area giving rise to a right hemiplegia,
the category of motor dysfunction similar to CP could be used. In
this example, the item for etiology would be reflected by code
803.2, Skull fracture = closed with subarachnoid, subdural, and

extradural hemorrhage.

{
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17. PRESENCE OF CEREBRAL PALSY

This item is for recording whether the client has Cerebral
Palsy or some other condition that produces a CP-like motor

dysfunction. Enter the appropriate code, as presented below:

Presence of Cerebral Palsy Codes

0 No CP or other significant diagnosis

1 Client has CP or other significant motor dysfunction

When coding Presence of Cerebral Palsy:

- If the client does not have Cerebral Palsy or another
condition that produces a CP-like motor dysfunction,

enter a "0" in box 17 and leave items 1Ba-22 blank.

- 1If the client has Cerebral Palsy or a significant CP-
like motor dysfunction, enter code "1" then complete

¥ items 18a-22.
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Example of Coding Presence of Cerebral Palasy

The following example shows the coding for a client who has Cerebrnl(

Palsy or another significant motor dysfunction.

17. |1 | Presence of Cerebral Palsy
0 No CP or other significant motor dysfunction

1 Client has CP or other significant motor
dysfunction
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18a. & 18b. ETIOLOGY OF CEREBRAL PALSY OR SIGNIFICANT MOTOR
- DYSFUNCTION
Items 18a and 18b are to be used to record the major cause(s)
of or contributing factor(s) to Cerebral Palsy or another
significant motor dysfunction. ICD-3-CM codes are to be used

to record the etiologic factor(s).

- If the client does not have Cerebral Palsy or another
type of motor dysfunction, as indicated in Item 17,

leave this item blank.

- If the client has Cerebral Palsy or CP-like condition,
enter the appropriate ICD-9-CM code that indicates the
major cause of or factor contributing to the disability
in the ﬁive spaces provided in Item 18a. Add any addi-

tional factor in Item 18b.

- If the etiology of the client's motor dysfunction is
not known, enter "999.99" in Item 18Ba and leave Item
18b blank.

NOTE: Code any risk factors associated with the disability

in items 35-49 below.
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Ex le of Coding Etiolo of Cerebral Palsy or other Significant
Motor gzl!nuct. Ton =L oignilieant

The following example shows the coding for a client with hemolytic f

disease due to RH isoimmunization.

Etiology
ICD-9-CM Code

18a. (Cerebral Palsy or [71713] o [o] |
CP-like condition:
RH isoimmunization)

18b. L kel 1]
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19.

LEVEL OF MOTOR DYSFUNCTION

This item refers to the degree of disability caused by
Cerebral Palsy or another significant motor dysfunction. The

diagnosis is to be provided by a physician.

The codes which describe the level or degree of impairment of
Cerebral Palsy or other motor dysfunction are mild, moderate,
and severe; however, there are no commonly accepted standards
for these levels. Refer below for the definitions of the

levels of impairment as they pertain to this manual.

Prior to rating the client's level of motor dysfunction, make
certain that the correct entry has been made in Item 17,
indicating whether or not Cerebral Palsy or a CP-like motor

dysfunction is present.

The coding categories for Level of Motor Dysfunction are as

follows:

Level of Motor Dysfunction Codes

1 Mild: Condition exists but it does not have
limiting effects on daily activities and
functions

2 Moderate: The level of impairment is between
mild and severe with respect to performance of
daily activities and functions

3 Severe: The disability significantly limits or
precludes daily activities and functions
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9 Condition suspected, level undetermined: The
disability is known to be present or it |is
suspected to be present, but the level of

impairment has not been determined

When coding Level of Motor Dysfunction:

- If the client does not have Cerebral Palsy or other motor

dysfunction (a "0" in Item 17), leave this item and

subseguent items in this section blank.

- If the client is diagnosed as having Cerebral Palsy or
another type of motor dysfunction, enter the appropriate

code as listed above.

- If the client is diagnosed as having Cerebral Palsy ar(
CP-like condition but the level of severity is not known,
or, if it is apparent from the client's records that the
client has Cerebral Palsy or another type of motor

dysfunction but it has not been diagnosed, then enter a

"9" in Item 19.
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Example of Coding Level of Motor Dysfunction

Following is an example of a client whose level of motor dysfunction

significantly limits his/her daily activities and functions.

Level of Motor Dysfunction

19. ;3 |
1 Mild: doesn't limit activity

2 Moderate: in between mild and severe

3 Severe: significantly impairs or precludes
activity

9 Condition suspected, level undetermined

CEREBRAL PALSY VI.6.9 MARCH 1986



20. TYPE OF MOTOR DYSFUNCTION

The type of motor dysfunction should be included in the

client's records. The codes for this item are listed below.

Enter the appropriate code in the box provided.

Type of Motor Dysfunction Codes

1 Spasticity (includes hypertonia and rigidity): This type
of motor dysfunction is defined as a "state of increased
muscle tension. The major manifestation is increased or
exaggerated stretch reflex that exhibits itself by an
exaggerated contraction of a muscle when it is suddenly
'stretched.'" Hypertonia and Rigidity are differentiated
from Spasticity by degree of increased muscle tension.

2 Ataxia: This type of motor dysfunction is characterized
by "disturbance in postural balance and coordination of
muscle activity; usually generalized but may be confined
to one side of body or one extremity."

3 Dyskinesis (includes Athetosis and Dystonia): This type
of motor dysfunction may be of two types--athetoid and
dystonia. Athetosis is uncontrollable, involuntary and
poorly coordinated movements of body, face, and extrem-
ities which result in bizarre patterns of muscular
activities. Dystonia is persistent deviation of a body
part due to abnormal muscle contraction. Partial or
incomplete dystonia may consist of a tendency to abnormal
deviation which can be overcome (at least temporarily) by
volitional corrections; repetitious movements may result
from this interaction between voluntary and involuntary
‘movements.

4 Hypotonia: Hypotonia is characterized by a "lack of
normal muscle tone or tension associated with muascle
flaccidity and weakness."

5 Other: This category includes mixed motor dysfunctions.

(Refer to pages VI.6.13 and VI.6.14 for examples of coding
instructions for Items 20-22.)
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21. LOCATION OF MOTOR DYSFUNCTION

This item refers to the areas of the body which are affected

by a motor dysfunction. Codes for the location of the motor

dysfunction are listed below. Choose the correct code and

enter it in the appropriate box.

Location of Motor Dysfunction Codes

1 Monoplegia:
2 Hemiplegia:

3 Diplegia:

Triplegia:
Paraplegia:
Quadriplegia:

Other

Involves weakness or paralysis of a
single extremity

Involves both upper and lower
extremities on one side

Involves like parts on both sides
of the body, not necessarily
extremities. One area is usually
more involved than the other
Involves three extremities

Involves lower extremities only

Involves all four extremities

Refer to examples on pages VI.6.13 and VI.6.14 for coding the

location of the motor dysfunction.
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22. CONDITION IMPACT

Condition Impact refers to the extent or degree to which
Cerebral Palsy or another type of motor dysfunction affects
the client's level of supervision/care required and/or program
placement. Enter the most representative code, as presented

below.

Condition Impact Codes

0 No evidence of impairment

1 Mild-. . . Condition requires some special attention
when planning for the client's placement
and/or some extra supervision/care

2 Moderate . Condition has a major impact upon the
ability to obtain an appropriate place-
ment for the client and/or reguires a cnn—(
siderable amount of supervision/care

3 Severe . . Condition is so substantial that it is
exceedingly difficult to find an appro-
priate placement £for the client and/or
constant supervision/care is required

9 Condition suspected, impact undetermined

When coding Condition Impact:

- If the client does not have Cerebral Palsy or another type of
motor dysfunction, (code "0" in Item 17) leave this item (#22)

blank.

\
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- If the client has the condition but it does not have an impact

upon the level of supervision and/or

care

required and/or

program placement, enter code "0"--"No evidence of impairment.

Below are examples of coding items 20, 21, and 22.

!xgggle- of Coding the Type, Location, and Condition Impact of Motor
Dysfunction

1. This example is of a client with spastic Diplegia, the impact of

which on supervision/care, and/or placement is mild.

Type of Motor

Location of Motor

Dysfunction Dysfunction
20. |3| 21. |3|
1 Spasticity (includes 1 Monoplegia
Hypertonia and Rigidity)
2 Hemiplegia
2 Ataxia
3 Diplegia
3 Dyskinesia (includes
Atheosis and Dystonia) 4 Triplegia
4 Hypotonia 5 Paraplegia
5 Other (includes mixed) 6 Quadriplegia
7 Other
Condition Impact
22, 1
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2. This example is of a client with a motor dysfunction that is not
included under codes "1"-"4"; it involves the upper extremities
on both sides of the body and has a severe impact on 3uperv1-(

sion/care and/or placement.

Type of Motor Location of Motor
Dysfunction Dysfunction
20. i5[ 21. |3|
1 Spasticity (includes 1 Monoplegia
Hypertonia and Rigidity)
2 Hemiplegia
2 Ataxia
3 Diplegia
3 Dyskinesia (includes
Atheosis and Dystonia) 4 Triplegia
4 Hypotonia 5 Paraplegia
5 Other (includes mixed) 6 Quadriplegia
7 Other '

Condition Impact
22, |3
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AUTISM

Autism is a disability of uncertain etiology. For the Department's
purposes, Autism is defined as a syndrome first appearing in the
early years of life--usually before the age of three--which is
characterized by extreme withdrawal, language disturbance, inability
to form affective ties, frequent lack of responsiveness to other
people, monotonously repetitive behaviors, inappropriate response to
external stimuli, and an obsessive urge for maintaining sameness.

Many, but not all, children may be severely impaired in intellectual
capacities. If a péerson is diagnosed as autistic, where this condi-

tion was not clearly apparent by the age of three, the record must

clearly indicate justification for this diagnosis.

The diagnosis in this section must be provided by a person qualified

to diagnose Autism.
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23. AUTISM

This item refers to the autistic state of the client; the caﬂes(

below indicate the client's autistic state.

Autism Codes

0 HNone

1 Autism, full syndrome
2 PRutism, residual state

9 Autism suspected, not diagnosed
When coding this item:

- If the client does not have Autism, use code "0", None, and

leave items 24a-26 blank. (

- If the client has Mental Retardation with autistic
features, but does not meet the Autism criteria, code the
client's level of mental retardation under Item 11, and
code the client's autistic state "9", Autism suspected,

not diagnosed.

-

I \
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Note that if the client is coded "9" because of autistic-
like characteristics, the same should be reflected in the
Emotional Domain of the CDER Evaluation Element. In other
words, the client's ratings in the Emotional Domain should
indicate characteristics such as depressive-like behavior,

resistiveness, and/or repetitive body movements.

Refer to the example below for coding instructions.

Bxample of Coding Autism

1. The following example shows the coding for a client who has

Autism in the residual state:

23, |2] Autism

0 HNone
1 Autism, full syndrome
2 Autism, residual state

3 Autism suspected, not diagnosed

2. This example demonstrates the coding for a mentally retarded

client with antistic=like features.
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23, |9{ Autism

0 None
1 Auntism, full syndrome
2 Autism, residual syndrome

9 Autism suspected, not diagnosed

Note: This client would have an ICD-9-CM code (if known)

entered in items 12a-12b (Etiology of Mental Retardation).

24a. and 24b. CONTRIBUTIRG FACTORS FOR AUTISM

Items 24a and 24b are used to record the major contributing
factor(s) to Autism. The diagnosis for items in this section

are to be provided by a person gualified to diagnose Autism.

The exact etiology of Autism is not fully known, but many
conditions such as Rubella and other factors producing severe

mental retardation are associated with autistic-like behavior.
These. items are to be used to record any major condition(s)

thought to contribute to the Autism.

{
\
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when coding this item:

If the client does not have Autism (Code "0" in Item 23),

leave this item blank.

- If the client has Autism, enter any additional factor(s)
contributing to the disability, wusing ICD-9-CM codes, in

items 24a and 24b.

- If the client has Autism but the contributing factor(s) is
(are) not known, code 24a as 999.99 and leave Item 24b

blank. - .

- Code any associated risk factors in items 35-49 below.

Examples of Coding Etiology of Autism

1. The example below shows the coding for the etiology of Autism in

a client where the contributing factors are not known.

ICD-9-CM Code

24a. (Autism: contributing |9]9]9] o 99|
factor unknown)

24b, | L L 1le L 11
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2. This example shows the coding for a child who had Meningitis

associated with H. influenzae.

ICD-9-CM Code

24a. (Autism: |13]2]0] o |O] |
Meningitis, '
[B. influenzae])

24b. (Autism) |l 11 1e |l ||

25, DATE OF DETERMINATION

This is the date (month and year) on which the client was first
diagnosed as having Autism. It may or may not be the same date

‘as the most recent assessment of the client.

= If the client does not have Autism, (code "0" in Item 23), (

leave Item 25 blank.

= If the client has Autism, enter the date on which the client

was first assessed as having Rutism.

L

Refer to page VI.7.8 for example of coding this item.
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26. CONDITION IMPACT

Condition Impact refers to the extent or degree to which the

client's aiptistic state affects the level of supervision/care

and/or program placement. Enter the most representative code,

as presented below.

Condition Impact Codes

0
1

No evidence of impairment

Mild . . . . Condition requires some special attention
when planning for the client's placement
and/or some extra supervision/care

Moderate . . Condition has a major impact upon the

ability to obtain an appropriate placement
for the client and/or requires a consider-

able amount of supervision/care

Severe . . . Condition is so substantial that it is
exceedingly difficult to find an appro-

priate placement for the client and/or
constant supervision/care is required

Condition suspected, impact undetermined

When coding Condition Impact:

If the client does not have Autism, leave Item 26 blank.

If the client has been diagnosed as having Autism, but
in the present state it does not affect program place-
ment, and/or supervision/care, enter code "0", No evi-

dence of impairment.

AUTISM
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Example of Coding Date of Determination and Condition Impact

The following is an example of coding a client who was determined to
have Autism (which is now in the residual state) in April 1970. The
disability has a mild impact on the level of supervision/care, and/

or placement.

Date of Determination Condition Impact

25. Joj4]|7]o0] 26. 1]
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EPILEPSY/SEIZURE DISORDERS

The purpose of the items in this section is to determine the
cause(s) and type(s) or classification of clients' seizure dis-
orders. In order to maintain consistency with current national and
international usage, the "International Classification of Epileptic
Seizures"™ is employed. Under this system of classification,
seizures are categorized into two main types: (1) Partial (or
focal) seizures, which have the onset in a single area of the brain,
and (2) Generalized seizures, which have their onset from widespread

and diffuse areas of the brain.

Partial, or focal, seizures are divided into two groups: the first

group are those with elementary symptomatology and are generally
without the client losing consciousness; the second group are those

with complex symptomatology and are generally with the client losing

consciousness.
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27a.-29a. TYPE OF SEIZIURE

These items are to record the type(s) of seizures. Three apaces(
have been allowed for three different types of seizures. Coding
of these items must be consistent throughout items 27a-29c. If
the client has two types of seizures and entries have been made
in 27a and 28a, then the corresponding items, 27b and 28b, and

27c and 28c, must be completed.

These items must be completed even if the client's seizures are
under control through the use of medication.

The medical dﬁgnasil for this subsection must be made by a

gqualified physician.

(

The codes below represent the various types of seizures. They

are based on the International Classification of Epileptic

Selzures.

Type of Seizure Codes

0 Does not have seizure disorder

1 Partial, with elementary symptomatology

These types of seizures begin locally and are generally
without impairment of consciousness. Included in this
classification are seizures with associated motor
symptoms, sensory or somatosensory symptoms, and auto-
nomic symptoms. They are also present in compound
forms.

2 Partial, with complex symptomatology

These types of seizures begin locally and often include
impairment of consciousness. Associated with these

(
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seizures are (a) impairment of consciousness only, (b)
cognitive symptomatology, (c) affective symptomatology,
(d) psychosensory symptomatology, and (e) psychomotor
symptomatology (automatisms). They are also present in
compound forms.

3 Partial, secondarily generalized

These seizures are uauallf tonic-clonic and arise from
any of the above as a secondary event. The preceding
partial seizure may be termed an aura.

4 Generalized, Absences (Petit Mal)

In this classification, seizures start in the midline
(brainstem) and are bilaterally symmetrical. "Petit
Mal" is characterized by "very short episodes of cessa-
tion of activity with a fixed staring appearance."
Other absences may show increased or decreased muscle
tone (atonic seizures; "drop attacks") or autonomic
phenomena.

5 Generalized, Bilateral massive epileptic myoclonic

This type of seizure begins without local onset and is
bilaterally symmetrical.

6 Generalized, Infantile spasms

These are myoclonic seizures which occur during infancy
or very early childhood with EEG pattern of
"hypsarhythmia." They involve short generalized muscle
contraction; infant suddenly and forcibly flexes the
head on the chest and the thighs on the abdomen; may
involve over-extension of neck and arching of back;
consciousness invariably lost, but the episode is of
very short duration.

7 Generalized, Tonic-Clonic (Grand Mal)

. These seizures are associated with generalized spiking
in the EBG with loss of consciousness, generalized
tonic and clonic muscle activity followed by a period
of sleep. A sensory or autonomic aura fregquently
precedes the seizure, which may last from 30 seconds to
some minutes.

8 Generalized, Atonic/Akinetic

These seizures are classified in the "Absence" categ